Six patients who had sustained concussion and had become accessible continued in a state of amnesia for over five days. Exploratory operations were performed. In one case nothing abnormal was found; in five cases a definite subdural effusion (" subdural hydroma ") was present. It was suggested that the subdural effusion had been a factor in the prolongation of the amnesia following concussion. The fluid accumulation was bilateral in two of the cases. The volume of the hydroma was as much as 200 c.c. in one case, and the protein content of the fluid was recorded as high as 3 per cent. Rapid improvement in symptoms following evacuation of the hydroma was evidence of its importance in maintaining disability.
BRIGADIER RIDDOCH had been interested in cases of prolonged amnesia after head injuries. A similar state might follow severe hypoglyceemia and carbon monoxide poisoning. Eventually recovery might be complete or sequelee might persist. Similar states might follow cerebro-spinal meningitis and he had seen it in patients who, while showing no superficial evidence of injury, had been in air raid shelters which had received a direct hit. He felt that the previous personality of the individual might be important in the long amnesias.
COLONEL DAVIS (U.S.A.) had not seen the condition described by MCCONNELL. He It is far too early to make any final assessment but we believe, both from our own experience and from that of plastic surgeons, that it is absolutely innocuous to human tissues. It has adequate strength, is a non-conductor and bacteria cannot be grown on it. The material is sent from the dental manufacturers in the form of powder and liquid which are mixed and poured into a mould and then boiled for an hour and finally polished. It can be drilled for sutures and trimmed to size at the operating table ; while a certain degree of moulding is possible if it is heated in a spirit lamp flame and held in the desired shape in the surgeon's hands for a few seconds while it cools.
The operation proved to be surprisingly easy and the convalescence in all cases has been uninterrupted except that in some cases a hematoma has developed between the skull and the resin plate and occasionally has required aspiration. The material is non-opaque to X-ray.
MAJOR KAHN felt that the substance was of great value in closing cranial defects. It SOCIETY OF BRITISH NEUROLOGICAL SURGEONS anesthesia on the opposite side, but he had not been able to satisfy himself that it was surgically possible. In reply to questions on the point he was of opinion that the subjective disturbance following tractotomy was no less unpleasant than that which followed section of the sensory root of the trigeminal. Finally the corneal reflex was not lost-a speck of sulphanilamide powder being blinked off the cornea.
SPINAL EPIDURAL ABSCESS
MAJOR KEITH, R.C.A.M.C. Two cases of empyema of the spinal epidural space in children are reported, both due to staphylococcus aureus. The leading clinical feature was spinal rigidity and tenderness. One child was eighteen months old. The infection spread from a small abscess on the buttock. The empyema involved practically the whole of the epidural space. It was diagnosed by obtaining pus at multiple spinal punctures and drained by four openings through the lamine at different levels. The child developed no obvious paralysis of limbs or bladder and made an apparently complete recovery.
The second case was a twelve-year-old boy. The lesion was apparently blood borne from boils at the elbow to the epidural space. Sepsis extended in an irregular and nearly continuous chain of pus and granulation tissue from D.6 to L.5. The patient was treated by laminectomy over more than half of the area involved. Paralysis, which was nearly complete in the lower limbs, recovered over a few weeks and the patient eventually made an apparently complete recovery.
Both patients were treated fairly late in their illnesses with rather large doses of sulphathiazole. Attention is directed to the wide distribution of the suppurative process. Mr. Kerr had recently had two cases of this type. He felt that the prognosis was bad. Major Kahn (U.S.A.) had seen at least ten such cases.
PRESSURE PALSY OF THE LATERAL POPLITEAL NERVE
IN THE PARALYSED LIMB CAPTAIN W. S. LEWIN, R.A.M.C. Attention was drawn to the vulnerability of the lateral popliteal nerve as it winds around the neck of the fibula, how it may be damaged by the local pressure of splints and plaster. In cases of hemiplegia and paraplegia the wasting of the limbs and the attitude of the paralysed limb, lying everted with the outer side of the knee resting on the bed, were additional factors important in the incidence of this pressure palsy.
A combination of three methods (clinical examination, electro-myography and the sweating reaction) was used to demonstrate the existence of these lateral popliteal nerve palsies in limbs already paralysed. The electromyogram and the sweating test, however, gave proof of these peripheral palsies; the presence of fibrillation action potentials in the muscles concerned indicate a lower motor neurone denervation whilst the sweating test, in a peripheral nerve lesion, will map out a corresponding area of anhydrosis.
Five case records were described demonstrating the application of these methods. Three of the lateral popliteal nerve palsies recorded were due to faulty posture of the paralysed limb in bed, one followed the application of plaster back splints and one after prolonged pressure on the nerve enforced by lying on the hemiplegic side because of a coincident infection in the other leg. Four of the five cases came from overseas and they were all seen within a period of three months which implied that this complication was commoner than usually supposed. The importance of these cases lay in their prevention. In the Services where the paralysed patient may have to be transported long distances in splints of various kinds and in hard narrow beds or stretchers it was particularly important that medical attendants should be fully aware of this complication and prevent it; under these conditions, it was the wisest policy, where applicable, to bandage on lightly a large pad of cotton wool over the outer side of the knee. Three cases of vascular disturbance in the upper limb due to compression of the subclavian artery and vein between clavicle and first thoracic rib were described. In one of these in which cervical ribs were demonstrated the subclavian artery was compressed at two places: (1) between the scalenus anterior muscle and the apex of the cervical rib, and (2) between the clavicle and first rib. In a fourth case, which showed neurological disturbances only, the subclavian vessels were not compressed, and relief was obtained by section of a fibrous band compressing C.8 and T. 1 nerve roots without division of the scalenus anterior muscle. The existence of a costo-clavicular compression of the subclavian vessels can be recognized by observing the effect produced on the arterial pulses of the limb by postural manceuvres of the shoulder girdle. Backward and downward bracing of the shoulders is the movement which obliterates the pulses most readily. Observations show that the subclavian vessels can be compressed by these forced manceuvres in many normal subjects. Symptoms arise only when this compression is easily provoked, and if the compression is not relieved at an early stage features of obliterative arterial disease may supervene. Symptoms when present range from cold blue hands with a tendency to chilblains in the mildest group of cases, to " Raynaud attacks," arterial thromboses, and even gangrene in the more severe cases.
In the past these cases have been confused with those of the " scalenus anticus " syndrome. They may be differentiated .by paralysing the scalenus anterior muscle with a local anasthetic.
In milder cases benefit may be obtained by remedial exercises designed to increase the postural tone in the muscles of the shoulder girdle. In the more severe cases operation is indicated, and is best commenced under local anesthesia. The site of compression of the subclavian artery between clavicle and first rib is demonstrated by getting the patient to brace his shoulders backwards and downwards. In positive cases the tip of the forefinger is nipped between the clavicle and the rib and the radial pulse disappears. When a compression at this level is present, the essential part of the operative
